Airway obstruction after esophageal surgery is quite rare, and few such cases have been reported. A 57-year-old woman who underwent the Ivor Lewis procedure for esophageal carcinoma complained of a sudden onset of severe dyspnea on postoperative day 3. Chest computed tomography scan revealed that the collection of a large volume of mediastinal fluid caused marked luminal compression on the trachea and the gastric conduit. Explorative thoracotomy revealed a clear serous fluid in the space between the trachea and the gastric conduit, and all respiratory symptoms were relieved after the fluid was drained. The possibility of tracheal compression by loculated effusion, such as chyloma, should be considered in a patient who complains of respiratory deterioration after esophageal surgery. 
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Thereafter, she received chemotherapy twice and underwent radiation therapy (RT, 55 Gy) for recurrence at the cervical, The immediate postoperative course of the patient was uneventful. Serous fluid was drained through a chest tube at the rate of approximately 300 to 400 mL/day. On postoperative day 3, the patient complained of a sudden onset of dyspnea and continuous cough with a marked inspiratory and expiratory wheezing sound. On the chest X-ray, upper mediastinal widening was detected, but it was first thought to be related to the gastric conduit and was not different from the chest X-ray checked before. Because respiratory distress was aggravated remarkably, endotracheal intubation followed by mechanical ventilation was applied, but her respiratory symptoms did not improve much in spite of the fact that the endotracheal tube was placed appropriately (Fig. 1) . A chest computed tomographic (CT) scan ( Eight days after esophagectomy, a Gastrografin (Berlimed SA, Madrid, Spain) swallow study revealed that minor leakage was suspected at the esophagogastric anastomosis site.
Enteral feeding through a jejunostomy tube was started, and the next day, about 1,000 mL of a turbid fluid was drained, which was confirmed as chyle by a biochemical analysis of triglyceride contents. Total parenteral nutrition was started again, and ten days later, drainage of chyle was no longer observed. Esophageal choostent (M.I. Tech Co., Ltd., Pyeongtaek, Korea) was delivered for aggravated focal dehiscence at the anastomosis site on the follow-up CT scan.
The patient was discharged 2 months later; then, she was eating a regular diet and had a mini pigtail drainage catheter (10FR; Uresil, Skokie, IL, USA) for empyema in the apex.
Nevertheless, she died of aspiration pneumonia 6 months after discharge.
DISCUSSION
Although airway obstruction is a well-recognized complication of the anterior mediastinal mass in infants and children whose airways are compressible [1, 2] , it is quite rare in the adult population after esophageal surgery, and few such cases have been reported.
Three cases of tracheal compression have developed after transhiatal esophagectomy (THE) with a gastric pull-up procedure [3] [4] [5] . The distended transposed stomach compressed the trachea in a 58-year-old male patient of achalasia [3] , and an- was reported, which occurred due to intramural hematoma of the gastric tube in a patient of anticoagulation therapy for atrial fibrillation [6] . In addition, an airway can be compressed by mediastinitis induced by intramural perforation and a peritracheal abscess [7] , and mediastinal chyloma after a successful conservative treatment of chylothorax [8, 9] . In these cases, preoperative RT promoted the mediastinal adhesion and loculation of chyle. Regretfully, the author did not perform a biochemical analysis during re-operation to confirm the diagnosis, but the possibility of chyloma was very high because chylothorax developed eventually, although the volume of drainage was limited and the nature had been clear until jejunostomy feeding despite instillation of milk during the re-operation.
The chest CT scan was the most valuable test for the exact diagnosis, because the serial chest X-ray did not show tracheal obstruction even when respiratory distress developed.
However, above all, the possibility of airway obstruction should always be considered when a patient with mediastinal pathology complains of the sudden onset of respiratory deterioration [7] . The decision on how to manage the obstruction should be made as soon as possible, because complete obstruction can occur suddenly despite an appropriately positioned tracheal tube and mechanical ventilation when the endotracheal tube does not pass through the narrowed portion.
In the case reported here, exploration was decided upon be-
